Thank you for choosing our dental team. To hclp us meet all your Hcathcarc needs
Plcasc fill form out complctcly. Sign & Print form to bring to our office - T hank youl!

Fatient [nformation (confidential)

First Name | ast Name
M Preferred Name (Jf different from above)

Address
City, State, ZIP
Home Fhone Work Fhone Ext

Ce” Fhone T ext Messagc for appt reminders OYes ONo
E~mai] address for aPPointment reminders
BirthDate Social Security # Dirivers | ic # L
Sex O Male O [Female Employer
Martial Status: OMarried OSingle ODivorced OSeParated OWidowed
Referred 53

Date of | ast C]eaning Previous Dentist
Frimarg Flﬂgsician FPhone Number
Emergenc3 Contact Fhone Number
Kcsponsfé/c I arty

Name of Responsiblc party

Kelationship to Patient Social Sec#
Birthdate Drriver's | icense #

Addrcss (l]C different from abovc)
Citg, State, ZIP
Home Fhone Work Fhone Ext

CellPhone [F -mail address
Jnsurance Jnfo

Name of |nsured

Birthdate Hoc Hec # [ mployer
Insurance Company Group Number

]ﬂsurance comPa119 aclclress

Mcdical Historg

A/t/mug/‘l dental, Pcrsonnc/ IDr’iman’[y treat the area in and around your mout/r, your mouth is a Part' of 5ourcnt/rc boa’.g, Hca/t/r Pro[)/cms

that - you may have, or medications that -gou may be tahng, could have an ﬁnpor‘tant/nk#c/aﬁonsﬁ/]o with the cfcnﬁst{y gou receive.
T/)ané you for answering the fo//owm‘g qucstions.

Are you under a /o/ysfc/ans care now? chs Ono Jf yes cxp/a/n:

[Have you ever been /zospl’i’a//zca/? Oﬂes Ono Jf yes cxp/a/n:

[Have you ever had a head or neck /’{7/1/@? chs Ono JF yes exp/a/n.-

Are you taking any medications? [lease list: o
/‘—/avcyou evertaken /D/zen[cn orKca/ux? Oﬂcs Pno W/I@n?
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Karen
Highlight

Karen
Highlight

Karen
Highlight


Arc youona sPccial diet? chs Ono /[ﬂcs cxp/a/n:

Doyou use tobacco?

OﬂGS OI’JO

Do you use controlled substances?

chs Ono /[ yes cxlo/alh:

WOITTCI‘I: Areyou

O /D regnant” Trﬂi/vg to get pregnant? 0 /\/urs/ng?’ 0 Taéin‘g oral Contraccpt/vcs?

Are you a//crg/c to any of the )[o//ow/ng

OAspl'rfn OF enicillin O odeine QAC@/]’C OMetal Of atex Of ocal Anesthetics QOther

/. yes ,D/casc cx/o/a/n.-

Do you /mavc, orhave you had any of the )[o//owing?

O AIDS AV postive
O Alzheimer's [Discase
0 Ana/o/y/axfs

O Anemia

O Ang/na

O Arthritis Gout

Q0 Ari'/}[fca/ [Feart Vale
O Artitical Joint

Q Asi’/zma

0 B/ooa/ discase

O Blood [ ranstusion
O Prea t/7/ng Froblem

O Pruise Eas//y

@ Cancer

O C/nemot/mra/oﬂ

QO Chest [ain

0 /:}cgucnf Diarrhea

Q0 /:requeni' Hcac/ac/ws
O Crenital Hcrpcs

@ Glaucoma

of ']’aﬂ [ever

O [Feart Attack [ aiure
0/ 7,68/’25’ Murmur

O /’/carf /Dacc Makcr

O [Feart Trou/)/@/ Discase
O Hemophili

O/ 7’6/:73 titis A

Of 7’6/05 titis D or

of 7@rpcs

O / 7’/5/7 B/Ood F ressure
0 [ives or Kasﬁ

0 Hypoglyeena

O Kenal D/}a/ﬂslls

O K heumatism

O Kheumatic [Fever
05car/ef /: cver

0 Shingles

0 5/6&/@ Cell Discase
O Sinus [ rouble
0.Spina oiicta

Q§i’omacﬁ/ Intestinal [Discase

0 5tro£c

0 5W@///ng of [ imbs

0 7_/7ﬂro/a/ Discase

@ T onsillitis

O T uberculosis

O 7_umor5 or Gro wths
O Jlcers

O Venereal Discase
Q@ Yellow _Jaundice
0 Gums that bleed when you brush
your teeth? ¢ ch 0 /\/o
@ Gums are red, swollen or tender ¢ Yes ¢ No
O Gums have Iou//cd away (receded) from

0 C old 50/‘@5/ f: cver 5//5f6r5 0 /rrcgu/ar /’/carf[)cat
O C ongenita/ [Heart Disorder ¢ Kldneﬂ Froblems

O Cortisone Medicine Q[ eukemia

Q Diabetes Q[ iver Discase

O Drug Addiction O [ ow 5/0001 Fressure
0 Eas//y Winded o/ ung Disecase

QO /_:_ m/o/yscma O Ml’fra/ Va/vc /I> ro/alose teeth? O Yes ) /\/o
OEPI/CPSy or Seizures O Fainin Jaw O Fus Petween teeth and (Gums when
Q0 [ xcessive B/CCGI/Ng Q0 F arat/zyro/c/ Discase gums are prcssca/? 9] Yes © No

Q Foxcessive | hirst
O f= ainting 5pe//5
Q0 /:rcqucnt Coug/z

Q0 Fcrmanent teeth are loose or
separatlhg? O Yes O No
O Fersistent bad breath? ¢ Yes ¢ No

O F 5&4:/7/13#/]: Care
@ Kadiation | reatments
O Kecent Wc(gﬁf[_oss

To the best of my know/ﬁdgc, the 7ucst/on5 on this form have been accurafc/y answered., / understand that
Prowa}hgfncorrcct information can be c/angcrous to my health. [tis my rcsloon.s/ﬁf/i;:‘y to inform the dental office of . any

cﬁangcs in medical status.

5{gnaturc of Fatient, Farent, or (Guardian Date
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